Sample 837 Scenarios

The sample scenarios are for test and education purposes.
The information is test data and does not represent actual
insurance carriers, employers, injured employees, or health
care providers. The information may appear to be real or
confidential information. However, this is done in order to
ensure the test data passes validation edits.



TX 837 — Scenario 6

Doctor’s Office
Multiple modifiers and Global Services $0.00 charged

Darlene Davidson is a single female, born 06/04/69. She lives at 5720 Green Drive in Dallas, TX
72309. Her telephone number is (214) 836-5527 and her social security number is 224-17-3272.

Darlene works at Bagels, Etc. located at 234 Main Street in Dallas, TX 72314. Bagel, Etc.’s
telephone number is (214) 472-1462 and their FEIN is 59-7654321.

Bagels, Etc. is insured by Texas Insurance Company, located at 789 Airport Road in Dallas, TX
60606-1234. Texas Insurance Company'’s telephone number is (312) 555-1470 and its FEIN is
98-7654321. Bagels, Etc. is covered under policy number 147643A472.

* On 09/18/02, Darlene lacerated her left index finger while cutting a bagel. Dr. Richard M.
Smith examined her and repaired the lacerated finger.

* On 08/27/03 she returned to Dr. Smith’s office for suture removal and at that time Dr.
Smith noted a slight infection.

e On 08/29/03 Darlene returned for another follow-up visit for wound re-check.

* On 08/30/03 Darlene returned for a follow-up visit for wound re-check.

Dr. Smith's office, Main Medical, is located at 2700 Medical Drive in Arlington, TX 62311. Main
Medical FEIN is 34-5678912, his Texas State license number is MDD0293TX.

e On 09/03/03 Dr. Smith billed patient account number 470077 and forwarded the bill with the
unique identification number 123456 to Texas Insurance Company with the following
charges:

» 12001 for DOS 08/27/03 in the amount of $75.00

« 99202 for DOS 08/27/03 with modifiers 47, 99, 32, QU in the amount of $25.00

e 99211 for DOS 08/29/03 in the amount of $10.00

e 99211 for DOS 08/30/03 in the amount of $0.00 because it was global to DOS
08/29/03

e Total charges billed $110.00

 On 09/06/03 Tex as Insurance Company received the bill from Main Medical
* On 09/10/03 under IC claim number 14000714D, TWCC claim number 98-778642 Texas
Insurance Company paid:
e $75.00 for 12001, DOS 08/27/03
»  $20.00 for 99202 for DOS 08/27/03 using Adjustment Reason Codes W1 and 45
« $10.00 for 99211, DOS 0829/03
« $0.00 for 99211, DOS 08/23/04
« Total paid $105.00

Texas Insurance Company is required to report all medical bill payment information to the Texas
Workers’ Compensation Commission (TWCC) within 30 days of payments made.

On 08/23/04 Texas Insurance Company sent a transaction to TWCC covering the reporting

period of 08/15/04 to 09/15/04. The unique bill number assigned by Texas Insurance Company
for Darlene’s bill was 111123.
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TX 837 — Scenario 6
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READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(| certify that the statements on the reverse

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
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(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM RRB-1500



